increases" in 12-month prevalence estimates of alcohol use and alcohol use disorders, as defined by the DSM-IV based on a comparison of 2 surveys of the US adult population conducted about 10 years apart. They found that the prevalence of alcohol use increased from 65.4% to 72.7% of the surveyed population between the periods 2001-2002 and 2012-2013 ; the prevalence of alcohol use disorders increased from 8.5% to 12.7% of the surveyed population in the same time frame. We evaluated evidence of this trend in a concurrent series of 13 independently conducted, annual probability surveys of the US population from 2002 through 2014 on these same points and examined if and when any substantial increase in alcohol use and alcohol use disorder prevalence estimates occurred.
Methods | As part of the National Surveys on Drug Use and Health (NSDUH), 13 independent, nationally representative probability samples conducted from 2002 through 2014 on noninstitutionalized US civilians were assessed. 2 The field staff of NSDUH used institutional review board-approved protocols and audio computer-assisted self-interviews to collect data on alcohol use, alcohol dependence, and nondependent alcohol abuse as defined by DSM-IV diagnostic criteria. The NSDUH public use files include data on 492 831 adults 18 years and older. The institutional review board at Michigan State University ruled that this analysis did not constitute human subjects research because all data came from deidentified files made available for public use. The data sources were US Department of Health and Human Services, Substance Abuse and Mental Health Services Administration, and Center for Behavioral Health Statistics and Quality.
Data were used to estimate year-specific prevalence estimates of each specified health behavior or condition. Estimates from the NSDUH online data analysis tool account for analysis weights, standard errors, and 95% confidence intervals. Statistical summaries were prepared using the Metacum modules of Stata, version 14.1 (StataCorp); logistic regressions were prepared using Joinpoint, version 4.5 (National Cancer Institute). followed by conventional cumulative meta-analysis summary estimation that treats each successive estimate as an additional study result. For all 3 alcohol-related outcomes, the final metaanalysis summaries were not appreciably different from the 2002 estimate. When comparing the meta-analytic summary estimate for 2012 and 2013 with the 2002 estimate, we found no appreciable differences in prevalence estimates for alcohol drinking and alcohol dependence. For nondependent alcohol abuse as defined by the DSM-IV, a smaller prevalence estimate was observed for 2012 and 2013 compared with 2002. Joinpoint analysis indicated monotonic trends for all 3 outcomes with modest changes from 2002. For alcohol-drinking prevalence, the estimated annual percentage increment was 0.2% (95% CI, 0.1% to 0.3%) with an estimated 10-year cumulative increment of 2.0%. No robust change occurred in alcohol dependence estimates; for this variable, the annual percentage change was −0.5% (95% CI, −1.2% to 0.1%). We also observed a 12-month decline in nondependent alcohol abuse prevalence estimates, with an annual percentage decrement of −1.9% (95% CI, −2.5% to 1.3%) with an estimated 10-year cumulative decrement from approximately 4.3% to approximately 3.7%.
Discussion | In 1961, the Group for the Advancement of Psychiatry 4 drew attention to what they called "problems of estimating changes in frequency of mental disorders," which highlighted potential influences of the research approach. The approaches used by NSDUH for sampling, recruiting, and assessing participants and creating analysis weights were highly consistent and aimed to reduce problems of shifting estimates throughout the 12-year data collection period, consistent with principles outlined by the Group for the Advancement of Psychiatry. We conclude that prevalence estimates derived from these NSDUH data do not confirm the epidemiological hypothesis that the prevalence of alcohol use or alcohol use disorder (as defined by the DSM-IV) substantially increased among US adults during the first decade of the 21st century. Differences in epidemiological survey estimates can sometimes occur from seemingly minor method variations, including alteration in participation levels, incentives to participate, and survey diagnostic assessment approaches. These variations deserve special attention when increases or declines are seen in study populations or study subgroups (such as older adults 5 ), with consistency checks whenever additional surveys provide useful evidence. Resolution of contradictory results of the type seen here calls for the collaboration of epidemiologists and survey methodologists.
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COMMENT & RESPONSE

Cost Sharing Does Not Lead to an Overall Increase of Involuntary Commitments in the Netherlands
To the Editor In 2012, the Dutch government increased the outof-pocket price for mental health care, aiming to achieve cost savings but possibly overlooking negative downstream consequences. Ravesteijn and colleagues 1 highlighted that service use changed right after cost sharing had been increased. However, many patients with serious psychiatric illnesses in longterm treatment trajectories were not immediately affected by the reform. Out-of-pocket costs were not billed in 2012; in some cases, billing was delayed until 2014. On top of that, several city councils compensated out-of-pocket treatment costs through social benefits. More importantly, higher cost sharing did not involve assertive outreach teams, emergency psychiatry, or involuntary commitments. Because billing of outof-pocket expenses was delayed and health care programs for the most vulnerable populations were spared, the abrupt increase of acute mental health care records and involuntary admissions seems counterintuitive. The study by Ravesteijn and colleagues 1 is one of the first to evaluate health care reform in the Netherlands using the national database of treatment records and health care costs. The results beg to ask whether this kind of data reliably reflects changes in mental health care use. It would be interesting to investigate what happened after the national government already abolished the mental health copayments in 2013.
